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Abstract
 
Many studies have found medical school to be an
 
unusually stressful experience which places severe
 
limitations on activities and relationships beyond those
 
directly related to the training experience (Coombs and
 
Fawzy, 1982; Wolf, 1994). Further, several studies have
 
Suggested that one's gender and marital status may mediate
 
the impact of this training experience (e.g^, Clark and
 
Rieker, 1986). The present study examined stress, coping and
 
adjustment in both single and married female and male medical
 
school students from Loma Linda University. The study
 
utilized a 12-item Stress scale with items selected from
 
Wolf, Faucett, Randall, and Balson (1988) in order to assess
 
specific medical school stressors. Coping activities were
 
evaluated using a 13-item coping activities scale also
 
selected from Wolf, et al., (1988). Coping styles were
 
identified using the Ways of Coping Checklist as modified by
 
yitaliano, Russo, Carr, Mairuo, and Becker (1985).
 
Psychological adjustment was assessed using the Hopkins
 
Symptoms Checklist (Derogatis, Lipman, Rickels, Uhlenhuth,
 
and Covi, 1974). Dyadic adjustment was evaluated using the
 
Dyadic Adjustment Scale by Spanier (1976). Social support
 
was assessed using the Multidimensional Scale of Perceived
 
Social Support (Zimet, Zimet, Dahlem, and Farley, 1988) which
 
measures an individual's perception of social support based
 
on three dimensions: Family, Significant Other and Friends.
 
iii
 
It was anticipated that female students, faced with
 
multiple role demands, would rate certain stressors as more
 
exacting than male students. Results supported this
 
hypothesis. In addition, because of sometimes competing
 
gender and professionally based role expectations and
 
obligations, married female students were expected to report
 
higher levels of psychological distress and lower levels of
 
marital satisfaction than married male students. Results
 
confirmed that these students experience significantly
 
greater psychological difficulties in dealing with medical
 
school demands. However, the results did not support the
 
hypothesis that married females would report less marital
 
satisfaction. Consistent with the work of Vitaliano, Russo,
 
Carr, and Becker (1985), it was expected that female students
 
would use all coping styles more frequently than male
 
students. Females did report utilizing more coping styles and
 
less problem-focused strategies than males.
 
In order to assess group differences, MANOVAS and
 
follow-up univariate analyses were run on the data, These
 
results are discussed in terms of the importance of
 
understanding the impact of the training experience on this
 
population so that more effective ways of assisting them cope
 
and enhance their well-being and overall health during the
 
difficult years of medical school can be identified.
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Introduction
 
Research indicates that obtaining a medical school
 
education is highly challenging and that students are often
 
taxed both emotionally and physically. While students in
 
other graduate programs face similar concerns> they typically
 
do so to a lessor degree and for fewer years (Adsett, 1968).
 
Consequently, medical school may be one of the most intense
 
and stressful of all occupatiohal training experiences.
 
Specifically, the types of stressors medical school students
 
face include vast amounts of material to be learned, time
 
constraints on seeing family and friends, frequent written
 
examinations and clinical performance evaluations. These
 
stressors all combine to present tremendous strain during
 
both academic and clinical medical training years (Foorman
 
and Lloyd, 1986). Unfortunately, the literature contains few
 
studies that address whether both gender and marital status
 
mediate the medical school training experience. These factors
 
have gained increasihg importance in recent years since women
 
have been entering mediCai school in very high numbers and
 
now outnumber men in medical schools across the United States
 
(Calkins, Arnold and willougby, 1994). These data clearly
 
highlight the importance of understanding the impact that the
 
medical school experience may have on women. In addition,
 
marital status, that is, being single or married, may also
 
mediate the impact of the medical school experience
 
differently for males and females. In particular, previous
 
studies have suggested that being married may be a source of
 
additional stress (for example, by increasing role demands)
 
or may serve as a protective or moderating function (for
 
example, by providing emotional and domestic support)
 
depending upon gender (Coombs and Fawzy, 1982).
 
Impact of Medical School Stress
 
Medical school stressors are numerous and pervasive. For
 
example. Wolf and Kissling (1984) in a study assessing
 
stressors and life style changes in medical school students,
 
found that the general health of the students in their sample
 
declined during the first year of their education in terms of
 
physical health, psychological and emotional health, feeling
 
good about themselves and in maintaining a positive, healthy
 
attitude toward life. This study suggested that at least for
 
the first year, medical students experience a high degree of
 
stress and adjustment difficulties, with negative physical
 
and psychological impact. In a review of the studies on
 
stress and well-being in medical school. Wolf (1994)
 
suggested that those medical school stressors associated with
 
competition often lead students to elevate academic
 
superiority as their number one priority, and that this
 
occurs at the expense of their personal growth and
 
development. Wolf thus illuminates the dilemma faced by these
 
students, who are frequently struggling with the Eriksonian
 
(1980) developmental task of intimacy versus isolation.
 
Moreover, this struggle is elevated because they are also
 
attempting to develop a professional identity in an ;
 
environment that often has as rigid,
 
authoritarian ahd:^^d^ (Knight, 1981). The suggestipn
 
is that in addition to tbe chalienges of aoadeniiG and
 
professional concerns, medical students, who tend to be in
 
their early 20's, are also contending with normal
 
developmental tasks that are circumscribed by the medical
 
school propesS. This experience, thereforp,; may result in
 
long-range impact on the future interpersonal functioning of
 
this population... .
 
While ail the years of itedical school are extremely
 
challenging, the stressors medical students experience differ
 
qualitatively dependent upon the year of their training
 
(Gaensbauer, T. and Mizner, G., 1980; Wolf, et al., 1984).
 
Consequently, medical students have increasing challenges to
 
address as they progress through their training. Basically,
 
they move from the many adjustment demands of the first and
 
second years, where academic challenges are at their height,
 
to the applied third and fourth clinical years where academic
 
demands continue but clinical demands are now added. In
 
addition, those in their fourth year have to cope with the
 
stress of residency-seeking. Unfortunately, therefore,
 
medical students cannot anticipate any reduction in the
 
stress inherent in this training until the entire process is
 
completed. Several common strain-reactions to these stressors
 
have been identified including: anxiety, depression.
 
preoccupation with one's own health, disrupted social
 
relations, and second thoughts about having entered medical
 
school in the first place (Mental Health Materials Center,
 
1982).
 
In one article comparing medical school students with
 
other health care professionals, researchers found that while
 
these different groups reported similar concerns, medical
 
school students reported them more frequently and more
 
intensely (Bjorksten, Sutherland, Miller and Stewart, 1983).
 
This study found that medical students complained more
 
intensely of the stress associated with their learning
 
situation, competition, faculty relationships, and
 
professional ambivalence. They also reported feeling more
 
lonely, helpless, dissatisfied with self, feeling distant
 
from others, and complained of not having any friends and
 
feeling ill at ease with others. These studies thus suggest
 
that medical school is fraught with stress and that this
 
stress tends to have negative personal and interpersonal
 
consequences.
 
Gender Differences
 
Although both male and female medical students
 
experience medical school training as stressful, the impact
 
or degree of stress perceived may be mediated by gender. For
 
example, in a study by Clark and Rieker (1986), the findings
 
suggested that gender-based role expectations in the medical
 
school setting and at home are likely to result in role­
conflict and exacerbate the negative impact of medical school
 
stressors significantly more so for females. Other studies
 
report similar findings (Alagna & Morokoff, 1986; Lloyd and
 
Gartrell, 1983).
 
Two studies by Lloyd and Gartrell (1981 & 1983) focusing
 
on gender differences, found that women had more psychiatric
 
symptoms than males and reported lower levels of satisfaction
 
with life. These female medical students also reported
 
greater role conflict due in part to the lower social support
 
they received from family and others when they made the
 
decision to enter medical school. It is important to note
 
that medical school has typically operated according to a
 
traditional male model and that female students have had
 
fewer female instructors or role models. Given these factors,
 
consideration of familial role demands, that tend to be
 
disproportionately higher for women than for men (e.g.,
 
domestic and caretaking functions), it seems logical that
 
medical school may have a greater negative impact on women
 
than on men.
 
In on© study that examined psychiatric reports over an
 
eight year period, women in medical school sought psychiatric
 
consultation twice as often as did male medical students
 
(Dickstein, Stephenson, Hinz, 1990). Also, more women were
 
diagnosed as suffexing from adjustment and mood disorders,
 
thought to be due in part to role strain. Further support for
 
the notion that medical school stress is greater for women
 
than for men was provided by Davidson 1978; Lloyd and
 
Gartrelly 1983; Bjorksten, et al.? 1983; Eoorman and Lloyd,
 
1986; Clark and Rieker, 1986 and Calkins, et al., 1994. The
 
Davidson stiidy repbrted female medical students used
 
psychiatric services three times more often than male medical
 
students. One implication is that females frequently use such
 
services, not because of academic difficulties, but rather
 
because of the role strain and distress related to their
 
gender, and to their marriages and/or other relationships,
 
where emotional and functional roles and expectations differ
 
based on gender.
 
Coping and Social Support
 
Coping is a complex concept, which has often been
 
evaluated in terms of the level of engagement (e.g., active,
 
problem-focused) versus disengagement (e.g., passive,
 
avoidant). In recent years, there has also been increased
 
discussion regarding the range or variety of strategies used
 
as opposed to an over dependence on a few selective ;
 
strategies. This concept may signify flexibility and a
 
planful, healthy attempt to find the approach that works best
 
versus the use of multiple coping strategies in a frantic,
 
non-beneficial way. Further, certain strategies may work best
 
at particular points in time and the match between coping
 
strategy and stressor by gender, life situation, and other
 
factors may also be salient.
 
For example, some research suggests that individuals may
 
utilize different coping strategies when faced with multiple
 
stressors and that these strategies are not always equally
 
effective (Mosley, Perrin, Neral, and Dubbert, 1994). The
 
Mosley, et al., (1994) study found that coping efforts
 
classified by "Engagement" strategies were associated with
 
fewer depressive symptoms, while coping efforts classified by
 
"Disengagement" strategies were associated with higher levels
 
of depressive symptoms. Essentially, Engagement strategies
 
are problem-focused and may include among others behaviors,
 
exercise and seeking social support while Disengagement
 
strategies are emotion-focused and may include self-blame,
 
avoidance, and wishful-thinking.
 
One implication is that medical students who are able to
 
utilize active, problem-focused solutions may fare better
 
than those who utilize more passive or avoidant emotion-

focused solutions to stress. Studies by Vitaliano, et al.
 
(1989), support this for medical students. Although these
 
suggestions make sense conceptually, some researchers have
 
reported that problem-focused approaches tend to give way
 
over time, especially in situations where the stress is of
 
long duration. Coping then becomes over time, more emotion-

focused. Vitaliano, Russo, Carr and Heerwagen (1984) have
 
suggested that this process describes the experience of many
 
medical school students with the shift to more emotion­
foGused coping indicative of the mounting toll that the
 
ongoing; medical school experience has on these students.
 
Interestingly, Wolf, et al.(1984), in a study of
 
graduating medical students, found that medical students
 
report using a variety of coping strategies, including
 
seeking social support, in an attempt to deal with the
 
intense stress of the training years. Thus, when one coping
 
strategy fails to accomplish the reduction in stress that is
 
desired, new attempts at different coping strategies may
 
occur. Apparently, this is a common approach that speaks to
 
both the tenacity of these students as well as to the
 
profoundly stressful demands they face. Thus, use of multiple
 
coping strategies, often viewed as a sign of flexibility and
 
good coping, could also be evidence that these individuals
 
are being bombarded with multiple, unremitting stressors.
 
One coping strategy that has often been viewed as
 
functional is that of seeking social support (Lazarus and
 
Folkman, 1984). However, the results of some studies suggest
 
that social support may be positively correlated with
 
psychological symptomotology. For example, Foorman and Lloyd
 
(1986) in a study of medical students, reported a significant
 
positive correlation between social support and psychiatric
 
symptomotology with female students. Their study suggests
 
that at certain times during training, female students may
 
find that social support does not provide a buffering effect
 
that moderates their experience.
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Moreover, there is no consistent agreement in the
 
literature regarding the buffering impact of social support
 
on gender. For example, in one study Rospenda, Halpert and
 
Richman (1994), found that social support in general is
 
related to lower levels of academic performance for both men
 
and women. It may be that the energy in sustaining social
 
support detracts from the degree of effort needed for high
 
academic performance. In this study, the suggestion was
 
further made that the negative effects of support from
 
outside the medical school context (i.e., family, spouse,
 
friends, etc.) may be particularly salient for women. Perhaps
 
the increased negative effect of social support on women is
 
due in part to self and culturally prescribed role
 
expectations that women will be more emotionally involved in
 
their social interactions.
 
In a study by McClure and Johnson (1993) with married
 
medical students, they found that seeking social support as a
 
coping strategy was associated with higher overall
 
psychological distress. Similar results were also reported by
 
Strayhorn (1989) in a study with married medical students.
 
The conflicting results in which social support is found to
 
sometimes be positive (e.g. Coombs and Fawzy, 1982) and at
 
other times negative (e.g. Foorman and Lloyd, 1986;
 
Strayhorn, 1989; McClure and Johnson, 1993; Rospenda, et al.,
 
1994) suggests that social support operates in a complex way
 
that requires further explication. '
 
 Strayhorn's 1989 data provides acme Explication' He 
found that althpugh sociai hupport was positively associated 
with SOGIAL well-^being^ the reshlts Suggested a negatiye ■ ­
association between social support and MENTAL well-being. 
Strayhorn suggested that given the high demands of medical 
school, the process of seeking social support may add to that 
stress. Since the medical profession involves giving to 
others, having to "give" to others in social relationships 
may exert an additional demand leaving little time for 
attention to individual emotional needs. Thus "seeking social 
support" as a coping strategy may contribute to psychological 
demands on the subjects. This may be particularly true for 
female medical students who, in the McClure and Johnson 
(1993) study, reported use of this coping strategy more than 
male medical students.
 
Marital and Gender Status
 
Some studies have found that a student's marital status
 
mediates the impact of the medical school training years. For
 
example, Bjorksten, et al. (1983) found that single students
 
reported many more problems than did married students. They
 
reported that in looking at 83 problematic areas associated
 
with medical school, single students reported a greater
 
number of these areas as personally challenging than did
 
married students.
 
In another study, the researchers also found that the
 
stressors of medical school were more severe for single
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students. Importantly, they reported that as single students
 
married, their stress levels declined (Coombs, et al., 1982).
 
One speculation is that for some students, getting married
 
may have increased their levels of support and thus served as
 
a coping strategy. However, since at the time of the study,
 
most of the medical students were male, it may be that the
 
"protection/support" afforded males may not generalize to
 
females. Other studies, (e.g.. Coombs, 1971) have also :
 
reported that married medical students make a more successful
 
adaptation to medical school than unmarried students and that
 
married students also appear more relaxed and motivated.
 
Again, this research was done at an earlier time when the
 
medical school population was only 2.5-9% female.
 
Thus, marriage has been found to be a positive mediator
 
for traditional medical school couples; i.e., those
 
consisting of a male student with a female spouse (Coombs, et
 
al., 1982). Coombs and Fawzy (1982) have suggested that the
 
emotional support available in a marriage was the crucial
 
factor in how medical school stress was perceived and coped
 
with by the subjects in their study. These findings are
 
consistent with the literature which suggests that being
 
married is positively associated with enhanced well-being,
 
especially for men (see review by Coombs, 1991). That is,
 
research over time shows marital status to be related to
 
lower levels of stress, lower rates of schizophrenia,
 
alcoholism and suicide, lower morbidity and mortality rates.
 
and higher levels of psychological well-being and happiness
 
(Adler, 1953; Meichenbaum, 1969; Rosenblatt:/ 1971; iiynch,
 
1977; Verbugge, 1979; Campbell, 1981; Coombs, 1982; Coombs
 
and Fawzy, 1991; Wolf, et al., 1994).
 
In contrast, research suggests that marriage may not be
 
as positive a mediator for female medical students, and that
 
they may experience "role strain" due to the multiple and
 
sometimes competing expectations,and obligations with which
 
they are faced (Davidson, 1978). Several studies suggest that
 
the medical school environment offers somewhat different
 
challenges for female medical students. These are related in
 
part to gender-based role expectations. For women, responding
 
to these expectations, which include providing domestic and
 
emotional support to spouses and/or children, is in addition
 
to the demands inherent in their roles as physicians-in­
training (Davidson, 1978; Lloyd and Gartrell, 1981; Clark and
 
Rieker, 1986; Foorman and Lloyd, 1986). These findings
 
parallel those on well-being and marital status for women in
 
general, which suggest that while both men and women benefit
 
from marriage, women benefit less because they play a
 
"supportive role" (Coombs, 1991). Thus, for female students,
 
the positive impact of marriage may be muted by the multiple
 
and sometimes competing challenges with which they are faced.
 
These findings all suggest that a student's marital
 
status and gender may potentially mediate the medical school
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experience, making it important to assess both single and
 
married, as well as male and female students.
 
Present Study
 
The present study examined both single and married male
 
and female medical school students in order to develop a more
 
comprehensive perspective on the impact of a student's gender
 
and marital status during the medical school training period.
 
Specifically, perceptions of stress, coping behaviors, coping
 
styles, psychological and dyadic adjustment as well as the
 
perception of social support were evaluated. In sum, it was
 
anticipated that female students, faced with multiple role
 
demands, would rate the stressors as more exacting than male
 
students. In addition, because of sometimes competing gender
 
and professionally based role expectations and obligations,
 
married female students were expected to report higher levels
 
of psychological distress and lower levels of marital ; v
 
satisfaction than married male students or single students.
 
Consistent with the work of Vitaliano, Russo, Carr, and
 
Becker (1985), it was expected that female students would use
 
all coping styles more frequently than male students.
 
Moreover, due to the vast work-load inherent in this training
 
process, emotion-focused coping styles (i.e. self-blame,
 
avoidance, and wishful-thinking) were likely to be less
 
efficient than problem-solving coping styles.
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Method
 
Design
 
MANOVJitS wepe used^^^ the study's hypotheses for
 
Gender and Marital effects and follow-up univariate tests
 
were Gohduoted whdre applicahle. PrediGtoi: variables were a
 
student's gender and marital status. The study included six
 
criterion variables including: 1) stress levels; 2)
 
behaviofs; 3) psychological well being; 4) coping styles; : 5)
 
perception of dyadic well-being and 6) social support.
 
Participants
 
The subjects were 64 married and single, male and female
 
medical school students from Loma Linda University who
 
volunteered to participate in the study. The subjects were
 
placed in the research condition by their gender and whether
 
or not they were married or single. There were 17 married
 
males, 17 married females, 11 single males and 19 single
 
females. Mean age was 26. The population contained 12 Asians,
 
2 African-Americans, 46 Caucasians, 3 Hispanics and 1
 
''Other." Twenty-three students were first year (35.9%), 12
 
were second year (18.8%), 11 were third year (17.2%) and 18
 
were fourth year students (28.1%). Thirteen students were
 
employed and 51 were unemployed (20.3% and 79.7%,
 
respectively). Eight students reported having children
 
(12.5%). The students were contacted through their medical
 
school department. All subjects came from Loma Linda
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 University (LLU), and were treated aGCording to APA ethical
 
guidelines for human subject research.
 
Mateni^1s and P10ccdhte
 
A questionnaire was used to gather the data for the
 
study. The questionnaire packets included: 1) a cover letter
 
explaining the purpose of the study; 2j an informed consent
 
form (emphasizing the voluntary and confidential nature of
 
the study); 3) questionnaires assessing stressors, coping
 
behavior, coping styleS/ psychological adjustment, social
 
support and dyadic adjustment; 4) a debriefing statement,
 
including counseling resources; and S) a return envelope.
 
Scoring and Analysis
 
Stress levels were evaluated using a 12-item stress
 
scale with items selected from Wolf, et ai.(1988). The
 
purpose of this scale was to evaluate the extent to which
 
particular items such as exams, financial responsibilities,
 
marriage, etc. were experienced as stressful. The
 
participants rated the degree to which an item was stressful
 
on a scale of 1 (not at all stressful) to 7(extremely
 
stressful). Coping behaviors were evaluated using a 13-item
 
coping activities scale also selected from Wolf et al.(1988).
 
Participants were asked to rate the extent to which they
 
utilized activities such as exercise, time with friends,
 
counseling support, religious activities, and so forth to
 
cope with stress. The participants rated their responses for
 
each item on a scale of 1 (not at all) to 7 (extremely
 
■ 15 ■' ■ ' ■ ■ 
 often). Coping styles were identified using the Ways of
 
Coping Checklist as modified by Vitaliano et al. (1985). This
 
is a 42-item self-report scale which yields;five coping
 
dimensions: problem focused, avoidant, seeks social support,
 
blames Self, and wishful thinking. The revised version has
 
shown internal consistency reliability and intercorrelations
 
on the dimensions of between .74 and .88. Psychological
 
adjustment was assessed using the Hopkins Symptoms Checklist
 
(HSCL), Derogatis, et al. (1974). This is a 58-item self-

report scale which yields five dimensions: somatization,
 
obsessive-compulsive, ihterpersonal sensitivity, depression,
 
and anxiety, as well as an overall distress score. HSCL test-

retest reliability on the five dimensions range between .75
 
and .84. Dyadic adjustment was evaluated using the Dyadic
 
Adjustment Scale, Spanier (1976). This is a 32-item self-

report questionnaire measuring marital/couple adjustment and
 
yields four scores: affectibnal expression, dyadic cohesion,
 
dyadic consensus, and dyadic satisfaction, as well as an
 
overall dyadic adjustment score. This instrument has a high-

correlation of .93 with the Locke-Wallace (Spanier, 1976).
 
Social support was measured with the Multidimensional Scale
 
of Perceived Social Support (Zimet, Zimet, Dahlem, and
 
Farley, 1988) whicb measures ah individual's perception of
 
social support based oh three dimensions: Family, Significant
 
Other and Friends. The instrument utilizes a seven-point
 
Likert scale from 1 (very strongly disagree) to 7 (very
 
. 16^'
 
strongly agree). Internal consistency for the instrument is
 
.88 and 2-3 month retest reliability is .85.
 
A two-factor, quasi-experimental, multivariate between
 
subjects design, was utilized to assess group mean
 
differences of the criterion data of the Stress Scale,
 
Behavior Scale, the HSCL, the Ways of Coping, Perceived
 
Social Support and the Dyadic Adjustment scale.
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A series of 2 group MANOVA'S was conducted on all the
 
medical students examining sl5r"essorS/ activities/ '
 
pSYchological adjustment, cdping styles, social support and
 
for marnisd^ students, dyadic adjustment. FoliOw-up univariate
 
tests were conducted where applicable.
 
Analysis by Gender
 
11;Stressors' ■­
The results of MANOVA and follow-up univariate analysis 
on stressors yielded significant group differences on 
concerns about family health problems, E (1, 62) = 6.32, 
p<.015. Female medical students reported greater levels on 
this stressor. (See Table 1.) 
2) Behavioral Style 
The results of the MANOVA and follow-up univariate 
analysis on behavioral style yielded significant group 
differences on exercise, E (1, 62) = 4.05, p<.049, and rest 
and sleep, E (1, 62) = 10.29, p<.002. Male medical students 
reported using exercise to a greater degree than did females 
while female medical school students reported using rest and 
sleep more often. (See Table 2.) 
3) Coping Style 
The results of the MANOVA and follow-up univariate 
analysis on coping style yielded significant group 
differences on wishful thinking, E (1,62) = 4.54, p<.037. 
Female medical school students reported utilizing wishful 
18 
thinking more often than their male counterparts. (See Table
 
3.) .
 
4) Social Support
 
The results of the MANOVA on social support yielded no
 
significant differences on any of the dimensions, female and
 
male students reported perceiving similar levels of social
 
sypport. (See Table 4.)
 
5) Psychological Adjustment
 
The results of the MANOVA and follow-up univariate
 
analysis on psychological adjustment yielded significant
 
group differences on anxiety, E (1, 62) = 7.85, p<.007,
 
depression, £ (1, 62) = 12.65 p<.001, obsessive compulsive
 
E (1, 62) = 4.85 p<.031, somatization, E (1, 62)
 
p<.002, and overall level of psychological stress
 
E (1, 62) = 13.72 p<.001 as well as average level of
 
psychological stress E (1, 62) = 7.55 p<.001. Female medical
 
school students reported higher levels on these dimensions.
 
(See Table 5.)
 
Analysis by Marital Status
 
6) Stressors
 
The results of the MANOVA and follow-up univariate
 
analysis on stressors yielded significant group differences
 
on concerns about financial responsibilities, E (1/ 62) =
 
5.19, p<.016, fear of failure in medical school, E (1, 62) =
 
5.61, p<.021, family health concerns, E (1/ 62) = 5.48,
 
2<.023, average level of stress E (1/ 62) = 5.27, e<.025.
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Married medical students reported greater financial concerns
 
while single medical students reported greater concerns about
 
failing in medical school, family health problems and their
 
average stress level was significantly higher. (See Table 6.)
 
7) Behavioral Style
 
The results of the MANOVA and follow-up univariate
 
analysis on behavioral style yielded significant group
 
differences on time with family, E (1, 62) = 8.87, p<.004.
 
Married medical students reported using time with their
 
family to a greater degree than did single medical school
 
students. (See Table 7.)
 
8) Coping Style
 
The results of the' MANOVA on coping style yielded no
 
significant differences on any of the dimensions. Married and
 
single students reported similar levels. (See Table 8.)
 
9) Social Support
 
The results of the MANOVA and follow-up univariate
 
analysis on social support yielded significant group
 
differences on family, £ (1, 62) = 7.88, p<.007. significant
 
other, £ (1, 62) =23.84, p<.001, overall level of perceived
 
social support, £ (1, 62) = 15.00, p<.001, average level of
 
perceived social support, £ (1, 62) = 9.08, p<.004. Married
 
medical students reported a greater perception of social
 
support. (See Table 9.)
 
10) Psychological Adjustment^
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The results oif the MANOVA and follow-up univariate
 
analysis on psychological adjustment yielded significant
 
group differences on depression, £ (1, 62) = 4.45 .039,
 
overall level of psycholdgical:stress E (1, 62) - 4.33 p<.Q41
 
as;well as on average leyel ,of paychoiogical stress £ (1> 62)
 
= 6.60 p<.013. Single medical school students reported higher
 
levels oh these dimensions. (See Table 10,)
 
Analysis by Married Male and Married Female Students
 
11) Stressors ■■ v' 
The results of the MANOVA and follow-up univariate 
analysis on stressors yielded significant group differences
 
on amount of classwork, E (1, 32) = 4.5, p<.041. Married
 
female medical students reported greater levels on this
 
stressor. (See Table 11.)
 
12) Behavioral Style
 
The results of the MANOVA and univariate analysis on
 
behavioral style yielded significant group differences on
 
rest and sleep, E (1, 32) =; 6.97, ^ <.013, time with family, E
 
(1, 32) = 4.30, p<.046 and eating properly, E (1/ 32) = 4.14,
 
p<.050. Married female medical students reported using rest
 
and sleep, time with family and eating properly to a greater
 
degree than did married male medical school students. (See
 
Table 12.)
 
13) Coping Style
 
The results of the MANOVA on coping style yielded no
 
significant differences on any of the dimensions. Married ;
 
female and married male students did not report any
 
significant differences. (See Table 13.)
 
14) Social Support
 
The results of the MANOVA on social support yielded no
 
signifleant differences on any of the dimensions. Married
 
female and married male students reported perceiving siitiilar
 
levels of social support. (See Table 14.)
 
15) Psychological Adjustment
 
The results of the MANOVA and follow-up univariate
 
analysis on psychological adjustment yielded significant
 
group differences on somatization, E (1, 32) = 17.34, p<.001,
 
dverall level of psychological stress E (1, 32) = 9.31 p<.005
 
as well as on average level of psychological stress E (1, 32)
 
= 9.69 p<.004. Married female medical school students
 
reported higher levels on these dimensions than did married
 
male students. (See Table 15.)
 
16) Dyadic Adjustment
 
The results of the MANOVA'S on dyadic adjustment yielded
 
no significant differences on any of the dimensions. Married
 
female and married male students reported similar levels of
 
dyadic adjustment. (See Table 16.)
 
Analysis bv Single Male and Single Female Students
 
17) Stressors
 
The results of the MANOVA'S on stressors yielded no
 
significant differences on any of the dimensions. Single
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 female and single male students reported similar levels. (See
 
Table 17.)
 
18) Behavioral Style
 
The results of the MANOVA and follow-up univariate
 
analysis-on behavioral style yielded significant group
 
differences on exercise, £ (1, 28) = 6.25, £<.01?, counseling
 
supppft, £ (1, 28) =7.22, £<.012 and spendl tiitie:alone,.£
 
(1, V2:8)\ £<.038. Single male medical students reported
 
using exercise to a greater degree than did females while
 
single females reported using counseling support and spending
 
time alone to greater degrees. (See Table 18.)
 
19) Coping Style
 
The results of the MANOVA and follow-up univariate
 
analysis on coping style yielded significant group
 
differences on avoidant, £ (1,28) = 7.68, £<.010, blame self,
 
£ (1,28) = 5.04, £<.033 and wishful thinking, £ (1,28) ;
 
7.76, £<.009. Single female medical school students reported
 
utilizing these dimensions to a greater degree than did
 
single male students. (See Table 19.)
 
20) Social Support '
 
The results of the MANOVA on social support yielded no
 
significant differences on any of the dimensions. Single
 
female and single male students reported perceiving similar
 
levels of social support. (See Table 20.)
 
21) Psychological Adjustment
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The results of the MANOVA and follow-up univariate
 
analysis on psychological adjustment yielded significant
 
group differences on depression, £ (1, 28) = 8.52 p<.007 and
 
average level of psychological stress £ (1, 28) = 5.52
 
p<.026. Single female medical school students reported higher
 
levels on these dimensions. (See Table 21.)
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Discussion
 
This study evaluated the stressors, behavioral coping
 
styles, coping strategies, social support, psychological and
 
dyadic adjustment of a sample of married and single medical
 
students. As anticipated, students identified school-related
 
stressors (e.g. fear of failure in medical school and the
 
amount of classwork) and personal and relational concerns
 
(e.g. cdncerns with family health problems and financial
 
responsibilities) as primary concerns. These findings are
 
similar to those reported for students in previous studies
 
(Coburn and Jovaisas, 1975; Lloyd and Gartrell, 1983, 1984;
 
Russo et al., 1985 Wolf et al., 1988; Khanna and Khanna,
 
1990; McClure and Johnson, 1993).
 
Previous studies have suggested that gender role
 
expectations may differentially impact the effect of medical
 
school training for females corfipared to males. For example,
 
in a study at the University of Texas Medical School, Lloyd
 
and Gartrell (1981) found that the medical school environment
 
offered different challenges for female students as a result
 
of role expectations by faculty and peers with the result
 
that these initially well-adjusted students began to express
 
higher levels of depression and anxiety by niid-year.
 
In the present study, female medical students reported
 
experiencing school-related demands as more stressful,
 
attempted a greater number of coping strategies including
 
using avoidant behavior, blaming themselves and wishful
 
thinking in order to deal with these stressors, as well as
 
reporting higher levels of anxiety, depression, ohsessive
 
compulsivity, somatization, and overall psychological
 
distress than did their male counterparts. These findings of
 
a differential level of distress may be partially explained
 
by role expectations and the demands female medical students
 
might experience as they attempt to succeed or excel in their
 
academic endeavors relative to their male counterparts. This
 
notion of role expectation is particularly salient since the
 
medical school environment remains largely male dominated in
 
terms of bureaucratic structure and at the teaching level.
 
Thus, while more females are now in medical school than ever
 
before, female representation remains low at the levels where
 
significant mediation might emerge to influence both the
 
medical school culture as well as the self-expectations of
 
female students. Specifically, a primary concern for women
 
may be the lack of adequate female role models in the medical
 
school environment.
 
The present study also found similarities and
 
differences in married male and female students. For
 
instance, both married groups rated their marriages
 
positively, noting moderate to high levels of cohesion,
 
consensus, satisfaction, and affectional expression in their
 
relationships. Previous studies with medical students (e.g.
 
Perlow and Mullins, 1976; McClure and Johnson, 1993) and
 
physicians (e.g. Gabbard et al., 1987) also suggest that
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medical marriages tend to be rated as satisfactory by most
 
research participants. These findings are somewhat surprising
 
considering the appreciable personal and interpersonal
 
demands placed on these individuals by the medical school
 
training process (Foorman and Lloyd, 1986), which would make
 
the everyday challenges that all marriages experience
 
considerably more burdensome (Bourne and Winkler, 1978;
 
Kelner and Rosenthal, 1986). It is possible that these
 
participants are able to view dyadic discord when it does
 
occur as externally based (e.g. due to situational demands
 
rather than due to internal relational factors). Further,
 
these subjects' expectations regarding the relationship may
 
be temporarily lowered as a consensus to their training
 
process. Thus, the study's results suggest that marriage may
 
serve as a form of support against the demands of medical
 
school.
 
However, while marriage or being in a committed
 
relationship has often been found to moderate life stress by
 
providing support (see Coombs, 1991) and has been identified
 
as a moderator of the negative effects of medical school
 
stress (Coombs and Fawzy, 1982; Lefevre and Goolishian, 1964;
 
Spiro et al., 1987), the positive benefits are less evident
 
for females than for males. Research on the relationship
 
between gender and distress suggests that women may pay an
 
"emotional cost" for caring, i.e., that marriage may provide
 
some benefits but also may exact an emotional toll (Kessler
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and McLoed, 1984). Again, this may be due to the multiple
 
demands (professional and gender based) faced by female
 
students (Adsett, 1968; Goldstein, 1975; Myers, 1984), who
 
tend to be mdre focused toward the needs pf those pround them
 
(Gilligan, 1982). As stated earlier, these female students
 
also have to deal with being in a traditionally male-

dominated setting where the pressure to excel or prove
 
oneself is magnified. Under these conditions, relationships
 
could be an additional source of stress or demand and thereby
 
exert greater emotional strain. It is therefore possible that
 
seeking social support as a coping strategy may not enhance
 
coping in the expected way, but may exacerbate or be
 
associated with emotional distress for married female
 
students (Foorman and Lloyd, 1986; Strayhdrn, 1989; McClure
 
and Johnson, 1993; Rospenda, et al,, 1994).
 
Consistent with previous studies, the present study
 
found that married female students didn't fair as well as
 
married male students. These female students reported
 
significantly greater concern about the amount of classwork
 
they were faced with and they also utilized more behavioral
 
coping strategies including rest and sleep as well as
 
spending time with their families. Moreover, they expressed
 
greater psychological distress with higher levels of
 
somatization and higher overall levels of psychological
 
distress than did their male counterparts.
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Single female students also reported considerable
 
distress. For example, these students expfeSsed significantly
 
more stress related to failing in medical school and their
 
average levels of stfess.were sigriificantly higher than their
 
male counterparts. These results are consistent with the
 
findings of other researchefs (Bjorksten, et al., 1983). They
 
also reported greater levels of depression and overall
 
psychological distress. Moreover, they utilized significantly
 
more behavioral strategies in attempting to deal with these
 
challenges including the use of counseling support and
 
spending more tiine alone. Single females also reported
 
greater use of avoidance, blaming themself and wishful
 
thinking coping strategies. These are considered strategies
 
of disengagement and may be less effective than more solution
 
oriented approaches with the result that single females may
 
find their level of distress increased at least short-term
 
relative to their male counterparts. In contrast, single male
 
students utilized exercise to a significantly greater degree
 
than single females in dealing with their own medical school
 
stress. This latter approach, suggests that these males may
 
use more engagement-focused strategies that might tend to
 
lower their stress levels both physically and psychologically
 
(Vitaliano, et al. (1989); Mosley, Perrin, Neral, and
 
Dubbert, 1994).
 
Both single male and female medical students were found
 
to experience significantly less social support than their
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married counterparts. This lack of social support may be a
 
contributing factor in the higher distress levels expressed
 
by these students. An unexpected finding in this population
 
segment, is that females were not found to utilize social
 
support to a greater degree than males. This finding is in
 
contrast to an earlier study that found females utilizing
 
social support to a greater extent in attempting to cope with
 
medical school pressures (McClure and Johnson, 1993).
 
Consequently, it may be that females haye actually begun to
 
rely on less social support than previously suggested or that
 
males have begun to increase their use of social support.
 
Since social support has been suggested to provide male
 
medical students with increased well-being (Coombs and Fawzy,
 
1982) versus for females where increased social support has
 
been associated with greater symptoraotology (Lloyd and
 
Gartrell, 1981 & 1983; Clark and Rieker, 1986; McClure and
 
Johnson, 1993), it might be expected that when no difference
 
in social support is found, that increased well-being for
 
females could be anticipated. However, this was not the case
 
in the present study since females continued to report higher
 
levels of distress than males while reporting relatively
 
equal social support. In essence, no difference in experience
 
of social support from males, may actually reflect a lower
 
level of social support for females. Perhaps it is the type
 
of social support that females experience that is salient. It
 
may be that external (dutside the medical school environment)
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support from family, friends, etc., may not moderate these
 
students distress levels as well as internal support (peers,
 
school counselors, etc.). This area needs further examination
 
in order tp®^piicate whether different types of social
 
support may prove more or less effective for female medical
 
students. Perhaps for females a greater emphasis on
 
establishing effective female peer relationships would prove
 
more useful in reducing some of the demands elicited from
 
more traditional sources of social support, such as from
 
their immediate family, significant others or friends who may
 
find it more difficult to relate to the experiences of these
 
students.
 
All the study's subjects reported very low levels of
 
alcohol consumption, recreational drug use, and smoking.
 
Although high rates of substance use have been reported in
 
previous studies with medical students (Herzog et al., 1987),
 
Other studies with this population have noted low use of
 
Substances (Wolf et al., 1988; McClure and Johnson, 1993). As
 
such, the findings warrant further investigation to assess if
 
this is a function of the particular sample or if it
 
signifies a general reduction in the use of substances in
 
this population. This study thus suggests that the medical
 
school training process is experienced as most stressful by
 
female medical students and that these medical students
 
report the highest levels of psychological distress. The
 
rapid increase in female enrollment in medical school
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(Bickel, 1988; GalkinSy Arnold and Willpugby, 1994) makes It
 
imperative that we understand the stressors faced by these
 
individuals and the coping strategies that moderate the
 
impact of this process. While social support has
 
traditionally been viewed as a moderator of stress, there
 
appears to be a growing body of literature which suggests
 
that it may have a negative impact on emotional health for
 
those who are already overburdened by demands. Future studies
 
will also need to examine and clarify more precisely the
 
subjective perceptions of what is stressful as well as
 
effective and ineffective coping strategies for medical
 
students. Thus, there clearly exists a need for further
 
investigation with this population to identify more factors
 
that may enhance coping during this very stressful training
 
process.
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Appendix A: Tables
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 TABLE 1
 
STRESSOR ME2^ AND
 
STANDARD DEVIATION SCORES
 
PGR
 
GENDER
 
Males Females
 
Stressor (28) (36)
 
M (SD) M (SD)
 
1.	 Examinations 4.89 1.28 5.28 1.13
 
2.	 Amount of classwork 4.43 1.55 4.83 1.34
 
3.	 Financial 4.36 1.70 4.36 1.66
 
responsibilities
 
4.	 Lack of time for 3.68 1.53 4.06 1.45
 
recreation &
 
entertainment
 
5.	 Relations with' 3.18 1.25 3.00 1.84
 
clinical supervisors/
 
(jO instructors/employers
 
6.	 Peer competition 3.50 1.50 3.25 1.61
 
7.	 Fear of failure 3.32 1.77 4.22 2.09
 
in medical school
 
8.	 Lack of sleep 3.64 1.55 4.03 1.48
 
9.	 Marriage 2.14 2.22 1.42 2.22
 
10.	 Relationship 2.79 1.26 3.14 2.24
 
with patients/
 
patient care
 
11.	 Family health 1.93 1.36 . 3.19 2.38
 
problems ^
 
12. Parenting 1.18 1.59 2.42 3.87
 
responsibilities
 
Collapsed Stress Scores:
 
Overall, Leval of Stress 38.89 8.45 39.17 8.67
 
Mean Level of Stress 35.25 7.85 38.11 8.05
 
lp<.015
 
TABLE 2
 
EEHAVIQRSL CXPINS MEAN AN)
 
STSNtARD EEVIATION SCORES
 
FOR
 
GENDER
 
Males Females
 
Behavior (28) (36)
 
M (SO) M (SO)
 
1. Recreation & 4.93 1.46 5.39 1.08
 
Entertainment
 
2. Exercise^ 5.57 1.29 4.89 1.39
 
3. Rest and Sleeps 4.86 1.48 5.83 0.94
 
4. Time with Friends 4.32 1.39 4.92 1.50
 
5. Time with Family 3.64 1.85 4.31 2.10
 
U)
 
CJI 6. Eating Properly 3.79 1.45 4.22 1.79
 
7. Counseling Support 1.61 1.17 2.25 1.81
 
8. Spending Time alone 3.68 1.31 4.17 1.61
 
9. Alcohol 1.07 0.26 1.17 0.45
 
10. Recreational Drugs 1.00 0.00 1.03 0.17
 
11. Smoking 1.00 0.00 1.03 0.17
 
12. Consuming Caffeine 2.46 1.77 2.19 1.47
 
13. Religious Activities 4.50 1.75 4.94 1.67
 
lp<.049; 2 p<.002
 
 Cojping Scale
 
Problem-Focused
 
Avoidant
 
Social Support
 
Blamed-Self
 
u> 
Wishful Thinking^
 
cr>
 
lp<.037
 
TABLE 3
 
WAYS OF COPING MEAN AND
 
STANDABD DEVIATION SCORES
 
FOR
 
GENDER
 
Males
 
(28)
 
M : (SD) 
34.32 9.78 
16.00 5.14 
12.21 5.13 
6.18 2.51 
15.57 5.21 
Females
 
(36) 
M (SD) 
32.47 8.64 
18.68 5.81 
13.44 4.02 
6.68 2.77 
18.78 6.29 
TABLE 4
 
SOCIAL SUPPORT MEAN AND
 
STANDARD DEVIATION SCORES
 
FOR
 
GENDER
 
Males Females
 
Social Suf^ort (28) (36)
 
M (SD) M (SD) 
Family 22.18 5.09 21.17 5.47 
Significant Other 20.79 7.39 22.50 6.61 
Friends 19.36 5.51 20.72 6.01 
Grand Total 62.29 13.03 64.39 14.85 
Mean Total 48.46 15.87 53.53 12.45 
<1
 
TABLE 5
 
00
 
00
 
HSCL MEAN AND
 
STANDARD DEVIATION SCORES
 
FOR
 
GENDER
 
Males Females
 
HSCL Scales (28) (36)
 
M (SD) M (SD)
 
Somatization^ 14.89 3.06 17.72 3.75
 
Obsessive-Compulsive^ 13.14 4.37 15.65 4.59
 
Interpersonal.Sensitivity 12.82 4.43 14.64 4.59
 
Depression^ 16.46 3.77 20.42 4.85
 
Anxiety^ 7.79 1.81 9.50 2.81
 
Overall Stress Level^ 65.11 13.22 77.94 14.16
 
Average Stress Level^ 1.43 0.39 1.79 0.30
 
lp<.007; 2p<.001; 3p<.,031; 4p<.o02; ^P<.001; ^P<.008
 
TABLE 6
 
STRESSOR MEAN AND
 
STANDARD DEVIATION SCORES
 
PCR
 
MARITAL STATUS
 
Married Single
 
Stressor (34) (30)
 
M (SD) M (SD)
 
1.	 Examinations 4.94 1.15 5.30 1.21
 
2.	 Amount of classwork 4.56 1.44 4.77 1.46
 
3.	 Financial responsibilities^ 4.82 ^ 1.60 3.83 1.60
 
4.	 Lack of time for recreation 3.79 1.39 4.00 1.60
 
and entertainment
 
5. Relations with clinical 3.27 1.78 2.87 1.33
 
00
 
supervisors/instructors/
 
employers
 
6.	 Peer competition 3.15 1.42 3.60 1.69
 
7.	 Fear of failure in medical^ 3.29 1.87 4.43 1.98
 
school
 
8.	 Lack of sleep 3.65 1.43 4.10 1.58
 
9.	 Marriage 3.00 1.95 0.30 1.64
 
10. Relationship With patients/ 2.82 1.73 3.17 2.04
 
patient care
 
11.	 Family health problems^ 2.09 1.66 3.27 2.35
 
12.	 Parenting responsibilities 3.50 3.59 0.33 0.18
 
Collapsed Stress Scores:
 
Overall Leval of Stress 39.50 8.77 38.53 8.32
 
Mean Level of Stress^ 34.77 7.58 39.23 7.98
 
lp<.016; 2p<.021; 3p<.023; 4p<.025
 
  
TABLE 7
 
BEHAVIORAL STYLE MEAN AND
 
STANDARD DEVIATION SCORES
 
FOR
 
MMHTAL STATUS
 
Married Single
 
Behavior (34) (30)
 
: ■ V- : •. ; ^ • ;; ' ■ - M ' (sd) m (sd) 
1. ReGreation and Entertainment 4.09 1.29 5.30 1.26
 
2. Exercise 5.24 1.21 5.13 1.57
 
3. Rest and Sleep 5.35 1.41 5.47 1.17
 
4. Time with Friends 4.74 1.36 4.57 1.61
 
5. Time with Family^ 4.68 1.82 3.27 1.96
 
6. Eating Properly 4.27 1.68 3.77 1.6l
 
o 7. Counseling Support - 1.97 1.68 1.97 1.45
 
8. Spending Time alone 3.65 1.41 1.09 0.29
 
9. Alcohol 1.09 0.29 1.17 0.46
 
10. Recreational Drugs 1.00 0.00 1.033 0.18
 
11. Smoking 1.00 0.00 1.03 0.18
 
12. Consuming Caffeine 2.03 1.56 2.63 1.65
 
13. Religious Activities 4.71 1.66 4.80 1.70
 
lp<.004 ^ ^ ~~ ~~ ■ 
TABLE 8 
WAYS OF COPING MEAN AND 
STANDARD DEVIATION SCORES 
FOR 
MARITAL STATUS 
Coping Scale Married 
(34) 
Single 
(30) 
M (SD) M (SD) 
Problem-Focused 33.18 8.78 33.40 9.65 
Avoidant 16.41 5.23 18.73 5.92, 
Social Support 13.32 4,76 12.43 4.31 
Blamed-Self 6.29 2.26 6.63 3.06 
Wishful Thinking 16.50 6.42 18.34 5.74 
 TABLE 9 
SCX:iAL SUPPORT MEAN AND 
STANDARD DEVIATION SCORES 
■ FOR. 
MARITAL STATUS 
Social Support Married 
(34) 
Single 
(30) 
Family! 
Signifiearit Other2 
Friends 
Grand Total^ 
Mean Total^ 
M 
23.27 
25.15 
20.82 
$9.21 
56.03 
(SD) 
4.65 
4.26 
5.68 
10.53 
12.10 
M ^ 
19.73 
17.90 
19.33 
56.98 
45.97 
(SD) 
5.41 
7.47 
5.91 
14.77 
14.60 
K> !p<.007; 2p<.001; 3p<.OQi; 4p<^004 
TABLE 10
 
HSCL MEAN AND
 
STANDARD DEVIATION SCORES
 
FOR
 
MZJIITAL STATUS
 
Married Single
 
HSCL Scales (34) (30)
 
M (SD) M (SD)
 
Somatization 15.88 2.92 17.17 13.14
 
Obsessive-Compulsive 13.65 4.31 15.57 4.84
 
Interpersonal Sensitivity 13.41 4.26 14.30 3.30
 
Depression^ 17.53 4.27 20.00 5.10
 
Anxiety 8.21 2.33 9.37 2.70
 
(jO
 ABT0AL2 68.74 13.14 76.40 16.29
 
AVTOTAL^ 1.52 0.39 1.76 0.34
 
lp<.039; 2p<.041; 3p<,oi3
 
TABLE 11
 
STRESSOR MEAN AND
 
STANDATO DEVIATION SCORES
 
FCR
 
MARRIED MALES AND MARRIED FEMALES
 
Stressor 	 Males Females
 
(17) 	 (17)
 
M (SD) M (SD)
 
1. 	Examinations 4.59 1.33 5.29 0.85
 
2. 	Amount of classworkl 4.06 1.52 5.06 1.20
 
3. 	Financial responsibilities 4.82 1.55 4.82 1.70
 
4. 	Lack of time for recreation 3.47 1.55 4.12 1.17
 
and entertainment
 
5. 	Relations with clinical 3.18 1.33 3.35 2.21
 
supervisors/instructors/
 
employers
 
6. 	Peer competition 3.18 1.38 3.12 1.50
 
7. 	Fear of failure in medical 3.06 1.79 3.53 1.97
 
school
 
8. 	Lack of sleep 3.35 1.38 3.94 1.48
 
9. 	Marriage 3.53 1.37 3.94 1.48
 
10. Relationship with patients/ 2.47 1.13 3.18 2.16
 
patient care
 
11. Family health problems 1.59 0.87 2.59 2.10
 
12. Parenting : responsibilities2 1.88 1.69 0.35 0.49
 
Collapsed Stress Scores:
 
Overair Leval of Stress 38.82 9.33 40.18 8.41
 
Mean Level of Stress 33.24 7.59 36.29 7.48
 
lp<.041 ^jyiarried Females did not report having any children:
 
therefore significance is irrelevant.
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BEHAVIORAL STYLE MEAN AND
 
STANDARD DEVIATION SCORES
 
FCR
 
MARRIED MALES AND MARRIED FEMALES
 
Behavior Males Females
 
(17) (17)
 
M (SO) M (SD)
 
1.; Recreation and Entertainment4.88 1.41 5.29 1.16
 
2. Exercise 5.29 1.21 5.18 1.24
 
3. Rest and Sleep! 4.77 1.52 5.94 1.03
 
4. Time with Friends 4.35 1.41 5.12 1.22
 
5. Time with Family^ 4.06 1.78 5.29 1.69
 
6. Eating Properly^ 3.71 1.61 4.82 1.60
 
Cn 7. Counseling Support 1.94 1.39 2.00 1.97
 
8. Spending Time alone 3.76 1.30 3.53 1.55
 
9. Alcohol 1.12 0.33 1.06 0.24
 
10. Recreational Drugs 1.00 0.00 1.00 0.00
 
11. Smoking 1.00 0.00 1.00 0.00
 
12. Consuming Caffeine 2.18 1.63 1.88 1.45
 
13. Religious Activities 4.47 1.63 4.94 1.73
 
lp<.013; 2p<,046; ^p<.050
 
TMLE 13
 
K21YS OF COPING MEAN AND
 
STANDARD DEVIATION SCORES
 
FOR
 
MARRIED MALES AND MARRIED FEMALES
 
Coping Scale 
Males 
Females
 
(17) 
(17)
 
M (SD) 
M (SD)
 
Problem-Focused 
34.18 7.27 
32.17 
10.20
 
Avoidant 
16.53 
4.40 16.29 
6.08
 
Social Support 
12.82 
3.99 
13.82 
5.50
 
Blamed-Self 
6.88 
1.83 5.71 
2.54
 
Wishful Thinking 
16.00 5.15 17.00 
7.61
 
TABLE 14
 
SCXIIAL SUPPORT MEAN AND 
STANDARD DEVIATION SCORES 
FOR 
MARRIED MALES AND MARRIED FEMALES 
Social Support Males 
(17) 
Females 
(17) 
Family 
Significant Other 
Friends 
Grand Total 
Mean Total 
M 
22.77 
24.65 
19.88 
67.24 
52.71 
(SD) 
5.09 
4.81 
6.00 
11.07 
14.48 
M 
23.77 
25.65 
21.77 
71.18 
59.35 
(SD) 
4.27 
3.71 
5.35 
9.90 
8.31 
<1 
TABLE 15
 
HSCL MEAN AND
 
STANDARD DEVIATION SCORES
 
FOR
 
MARRIED M2n.ES AND MARRIED FEMALES
 
Males Females
 
HSCL Scales (17) (17)
 
M (SD) M (SD)
 
Somatization^ 14.18 1.70 17.59 2.92
 
Obsessive bmpu1sive 12.24 3.91 15.06 4.34
 
Interpersonal Sensitivity 12.47 5.19 V 14.41 2.92
 
Depression 16.24 3.82 18.82 4.41
 
Anxiety 7.47 1.77 8.94 2.63
 
GO	 ABT0AL2 62.59 12.20 74.88 11.28
 
AVTOTAL^ 1.34 0.40 1.70 0.26
 
lp<.001; 2p<.005; 3p<.004
 
T^LE 16
 
DYADIC MEAN AND
 
STANDARD DEVIATION SCORES
 
FOR
 
MARRIED MALES AND MARRIED FEMALES
 
Males Females
 
Dyadic Scale (17) (17)
 
M (SD) M (SD)
 
Dyadic Consensus 48.59 8.49 49.53 6.98
 
Dyadic Cohesion 14.18 4.86 16.53 3.81
 
Affectional Expression 8.47 3.00 8.,65 2.06
 
Dyadic Satisfaction 37.47 9.31 38.94 9.37
 
Overall Dyadic Satisfaction 108.71 21.00 113.65 19.55
 
TABLE 17
 
STRESSOR MEAN AND
 
STANDARD DEVIATION SCORES
 
PGR
 
SINGLE MALES AND SINGLE FEMALES
 
Males Females
 
Stressor (11) (19)
 
M (SD) M (SD)
 
1. 	Examinations 5.36 0.92 5.26 1.37
 
2. 	Amount of classwork 5.00 1.48 4.63 1.46
 
3. 	Financial responsibilities 3.64 1.75 3.95 1.55
 
4. 	Lack of time for recreation 4.00 1.48 4.00 1.70
 
and entertainment
 
5. 	Relations with clinical 3.18 1.17 2.68 1.42
 
cn
 
o	 
supervisors/instructors/
 
employers
 
6. 	Peer competition 4.00 1.61 3.37 1.74
 
7. 	Fear of failure in medical 3.73 1.74 4.84 2.04
 
school
 
8. 	Lack of sleep 4.09 1.76 4.12 1.52
 
9. 	Marriage 0.00 0.00 0.47 2.61
 
10. Relationship with patients/ 3.27 1.35 3.11 2.38
 
patient care
 
11. Family health problems 2.46 1.81 3.74 2.54
 
12. Parenting responsibilities 0.09 0.30 0.00 0.00
 
Collapsed Stress Scores:
 
Overall Leva! of Stress 39.00 7.32 38.26 9.03
 
Mean Level of Stress 38.36 7.53 39.74 8.39
 
   
TABLE 18
 
BEHAVIORAL STYLE MEAN AND 
STANDARD DEVIATION SCORES 
■ ■ . PCR.' : ■ 
SINGLE MALES AND SINGLE FEMALES 
Males Females
 
Behavior (11) (19)
 
M (SO) M (SD)
 
1. Recreation and Entertainments.GO v 1.61 5.47 1.02
 
2. Exercisel 6.00 ■ 1;34 '■ ..■y'::4:. 63 ! 1.50 
3. Rest and Sleep 5.00 1.48 5.74 0.87 
4. Time with Friends A.21 1.42 4.74 1.73 
5. Time with Family 3.00 1.84 3.42 2.06 
6. Eating Properly 3.91 1.22 3.68 1.83 
CJi
 
7. Counseling Support^ 1.09 0.30 2.47 1.68 
8. Spending Time alone^ 3.55 1.37 4.74 1.49 
9. Alcohol 1.00 0.00 1.26 0.56 
10. Recreational Drugs 1.00 0.00 1.05 0.23 
11. Smoking 1.00 0.00 1.05 0.23 
12. Consuming Caffeine 2.91 1.97 2.47 
13. Religious Activities 4.55 2.02 ^ 4.95 1.65 
lp<.019; 2p<;.oi2i 3p<.038 
 TABLE 19
 
WAYS OF COPING MEAN AND 
STANDARD DEVIATION SCORES 
FOR 
SINGLE MALES AND SINGLE FEMALES 
Coping Scale Males 
(11) 
Fentales 
(") 
Cn 
ho 
Probl€;m-Focwsedl 
Avpidant 
Social Support 
Blamed-Self^ 
Wishful Thinking^ 
lp<.010; 2p<.033; 3p<.009 
- - M._ ■ ■ 
34.55 
15.18 
11,27 
5.09 
14.91 
iSD) 
13.17 
6.26 
6.64 
3.08 
^25 
• 
M 
32.74 
20.79 
13.11 
7.53 
20.37 
(SD) 
7.24 
4.76 
2.05 
2.1A 
4.46 
  
TimLE 20 
SOCIAL SUPPORT MEAN AND 
STANDARD DEVIATION SCALES 
- -• FOR ■ ■ 
SINGLE MALES AND SINGLE FEMALES 
Social Support Males 
(11) 
Females 
(12) 
Family • 
Significant Other 
Friends 
Grand Total 
Mean Total 
21.27 
14.82 
18.55 
54.64 
: 41.91: 
V 
(SD) 
5.20 
6.78 
4.80 
12.50 \ 
16.33 : 
M. ■ 
18.84 
1^.68C 
19.79 
58.32 
48.32 V 
(SD) 
5.47 
7.42 
6.55 
16.10 
13.39 
Cn 
U) 
 TABLE 21
 
HSCL MEAN AND
 
STANDARD DEVIATIQN SCORES
 
FOR
 
SINGLE MALES AND SINGLE FEMALES
 
Males 
Feanales
 
HSCL Scales
 
(11) (19)
 
M ; : 
(SD) 
M (SD)
 
Somatization 
i6;o(} 4.29 
4.44
 
Obsessive-Compulsive 
14,^5 4.85 
16.16 4.87
 
Interpersonal Sensitivity 13.36 3.08 
; 14.84 
3.39
 
Depression^; 
16.82 3.84 
21.84 4.89
 
Anxiety 
8.27 1.85 
10.00 
2.94

CJi
 
ABTOAL 
69.00 14.36 
80.68 16.12
 
AVT0TAL2 
1.58 
0.33 
1.86 
0.32
 
lp<.007; 2p<.026
 
»-»
 
00
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